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 Objective: Given the aging population increase, providing quality care to the elderly is one of the major challenges 
of health care systems. The purpose of the present study is to explain the perception of nurses about the causes 
of ageism in providing hospital care to the elderly referred to hospital settings in the city of Tehran. 
Methods: The study utilized a qualitative design with individual interviews and with Conventional Content 
Analysis Approach. In this qualitative study, participants were selected through a purposive sampling method. 
Semi-structured and in-depth interviews with health care providers were conducted in the city of Tehran in 2018 
guided by data saturation. All interviews were recorded and implemented and then analyzed by Graneheim and 
Lundman method. 
Results: Analysis of data extracted from interviews divided into five main categories “patient related factors”, 
“care provider related factors”, “factors related to care provider system”, “socio-economic factors” and “ family 
related factors”, each of which was under positive and negative subcategories. 
Conclusion: The results of this study showed that there is a negative discrimination in the provision of nursing 
care services in the hospital settings, which is not a good predictor of good health care for the elderly. Therefore, 
it is recommended that culture-building, training and awareness-raising and proper planning be carried out in 
care settings to combat ageism. 
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INTRODUCTION 
In the twenty-first century, one of the major challenges of 
care systems is the provision of quality services to elderly 
people (1). More than 36.5 million people, or about one-
seventh of Americans (14%), are 65 years of age or elderly (2). 
In Iran, which is a developing country, based on the 2016 
census, Iran’s Statistics Center accounts for 1.6 million people 
from Iran’s population of 80 million people who are aged 65 
and over; and it is predicted that the population over the age of 
60 will be more than 10% in 2021 (3,4). 
According to the World Health Organization, 23.1 percent 
of the global burden of disease is undergone by people over the 
age of 60 (5,6). On the other hand 35% of the elderly are 
admitted to hospitals (2). Discrimination, prejudice and 
stereotyped behaviors towards the elderly are potential 
barriers that affect the quality and quantity of care provided 
and the outcome of nursing care (5). Furthermore studies 
based on clinical decision making hypotheses and the points of 
view in the elderly patients concerning the discrimination in 
providing care in most diseases, including cardiovascular (7), 
cancer (8), and stroke treatment (9). 
In 1969, Butler first defined Ageism as “prejudice by one age 
group towards other age groups” (10). Since then, much 
research has been carried out on this concept in different 
settings and changes have been made to its definition (11). São 
José and Amado in 2017 introduced ageism in this way “Ageism 
is defined as negative or positive stereotypes, prejudice and/or 
discrimination against (or to the advantage of) us on the basis 
of our chronological age or on the basis of a perception of us as 
being “old,” “too old,” “young” or “too young.” Ageism can be 
self-directed or other-directed, implicit or explicit and can be 
expressed on a micro, meso or macro-level.” (12). 
While effort to train human resources for elderly care has 
improved, there are still some shortcomings in their care. 
Inappropriate hospital care, lead to early loss of independence, 
increased inability and death in the elderly who still have 
productive capacity and lived healthy lives. In this regard, 
several studies have linked ageism with poor quality care (13-
15). Bonnie et al. (2003) reported that one of the predictions of 
mental abuse in care units is the negative attitude of nurses 
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towards the elderly (16). Also, some studies have shown that 
although people have a positive attitude towards the elderly, 
their behavior towards the elderly patients was negative 
(5,17,18). 
The root of ageism is based on research conducted in 
general from individuals to society, culture to the economy, as 
well as government policies, and accordingly categorizes the 
causes of discrimination into three main categories of personal 
resources, socio-economic effects, and cultural resources (19). 
Ageism reaches a point where care for elder persons has a 
tendency to be devalued regardless of setting, with this 
devaluation specifically seen in care settings, compounded by 
poor social status and low compensation. Ageism in health 
care and in the nursing profession creates oppression for old 
patients, resulting in harmful effects (20). Ageism in care 
settings leads to a reduction in communication and lack of 
communication to facilitate understanding in the elderly 
reduces their awareness (21) and, reduces screening (22). It 
also reduces some preventive health services (23), shortages of 
prescriptions (24) and decreases prescribing experiments and 
treatment for the elderly (25,26). 
Considering the consequences of ageism, especially in 
hospital settings and the lack of relative research, researchers 
decided to study ageism in Iranian elderly patients using 
nursing experience with a qualitative study. In this study, 
considering the complex structure of ageism, the aim is to 
explain the effective factors of ageism at the individual level 
and in the hospital settings. 
MATERIALS AND METHODS 
This research was a qualitative study carried out in 2018, by 
qualitative conventional content analysis method (27). The 
present study field was located in Tehran educational and 
therapeutic hospitals. 
The number of participants in this study were 14 people in 
total including 10 clinical nurses, 3 head nurses and one 
educational supervisor. In terms of gender there were 5 women 
and 9 men with work experience of at least 4 years to a 
maximum of 21 years and a minimum age of 25 and a maximum 
of 52 years. Sampling was done based on the purposive 
selection of the participants. Participants were selected from 
among care providers in hospitals. Attempts were made to 
select contributors who, in addition to being experienced 
enough, would be willing to collaborate and participate in 
research and have good speaking skills. For more information 
further interviews were arranged. Finally, interviews were 
conducted with 14 hospital care providers until data 
saturation. Participants were selected with maximum diversity 
(in terms of age, work experience, education). In the present 
study, hospital care providers were nurses who had the most 
time to care for the elderly, and the participants chosen were 
experienced and had two years of work experience. 
The main method of data collection was semi-structured 
and in-depth interviews using open questions. The interviews 
were conducted individually and in a quiet environment that 
was selected by the participants. The interview began with the 
open question “What do you have in mind when you take care 
of an elderly person”? How did you feel about taking care of 
young and old patients in the hospital settings?” Then, given 
the responses and clarification and the depth of the 
conversation, there were other exploratory questions to follow 
asking for more explanation? Questions like ‘what do you mean 
exactly? The duration of interviews varied from 45 to 70 
minutes. All interviews were recorded, implemented, and 
immediately typed word by word. 
In order to analyze the data, the researcher listened to 
interviews several times and reviewed them repeatedly for 
immersion in the text information typed. Data analysis was 
performed simultaneously with their collection and Constant 
comparative analysis. The approach of Grenhaeim and 
Lundman (2004) was used in order to analyze the data in line 
with the purpose of the research. The steps of this approach 
include the researcher’s acquaintance with the data, 
production of primary code data, the search for themes, review 
of the various extracted codes in the previous steps, review of 
the themes, and comparing them again with the data to ensure 
their accuracy, defining and naming the themes and 
preparation for the final report (28). 
The proposed Guba (1981) criteria included credibility, 
conformability, dependability, and transferability and was 
used to ensure the accuracy and reliability of the data and 
findings (29). One of the most important methods for 
establishing credibility is long-term conflict with the subject of 
the research, with the researcher trying to spend more time in 
the hospital settings. Meanwhile, for data availability, before 
the interview, the researcher met the participants several times 
in order to gain their trust and create a good relationship with 
the participant and atmosphere suitable for conducting an in-
depth interview. Also, the findings were reviewed by 
contributors. Parts of the text of the interview and the codes 
were returned to their comments on the validity of the 
materials approved for these findings.  
The findings were reviewed by the supervisors and the 
research team to confirm and validate the findings. For this 
purpose, parts of the interview text, along with the relevant 
codes and classes, were evaluated by the research team that 
review the flow of analysis and review their validity. Also, data 
collection and analysis were performed simultaneously for 
data stabilization. The researcher carefully recorded and 
documented the process and the research process to validate 
and audit the research so that others can follow the research. 
For transferability and proportionality, findings were shared 
with a number of hospital care providers who were not 
involved in the research to confirm the appropriateness of the 
findings, and the way to achieve the results was accurately 
outlined. Also, the use of sampling technique with maximum 
diversity that contributes transferability of findings to others is 
considered in this study. 
The present research is part of the Ph.D. Nursing Thesis, 
which has been approved by the Ethics Committee of the 
University of Social Welfare and Rehabilitation Sciences 
University under the code IR.USWR.REC.2017.263. The 
sampling began after obtaining the necessary permission. 
Before the interview, the purpose of the research, the method 
of work, the confidentiality of information and the right to 
participate in or leave the study were explained to the 
participants and their informed consent was obtained. The 
interview time was adjusted in co-ordination and with the 
participant’s request, so that it did not interfere with their daily 
schedules. 
 Mehri et al. / ELECTRON J GEN MED, 2020;17(5):em218 3 / 6 
RESULTS 
In the present study, 1450, the initial code was derived from 
the fruitful and profound descriptions of the participants. The 
initial codes were sorted according to similarity and relevance 
after several reviews and summarizations. Considering the 
approach of Iverson 2009 (30) and São José 2017 (12), ageism 
was considered in both positive and negative sections. In the 
process of data analysis, the five main categories of “patient 
related factors”, “care provides related factors”, “factors 
related to the care provider system”, “socio-economic factors” 
and “family related factors”, each of which positive and 
negative categories transpired, which have been presented in 
Table 1. 
Category 1: Patient related Factors 
Physical, psycho-behavioral, health, disease conditions, 
and care needs of the elderly are factors, according to the 
beliefs of the participants that can positively and negatively 
affect care delivery. Some parts of the participants’ comments 
are as follows: 
“The elderly do not cooperate and their illnesses 
are complicated and care is also difficult and 
many are multifunctional; it’s as if you take care 
of a few patients. Some colleagues sometimes say 
they do not like to take care of the elderly but 
others , although they do not like it, do not 
actually say it, but there are signs of dislike in 
their comments, including saying things like ‘he is 
old, what can I do to him?” (Female nurse with 11 
years’ experience) 
Another contributor stated that  
“a young person can take care of themself and 
can easily see to his own affairs and the personnel 
will give him tasks to do and he can complete 
them, so everyone likes to care for this patient 
but the elderly, on the contrary, need a lot of care 
and all their daily tasks must be done for them.” 
(A male nurse with 3 years of experience). 
Category 2: Caregiver related Factors 
In some cases, the root of discrimination in care provided 
to the elderly depends on the personality and other factors 
related to the caregiver. In these cases, the participants stated: 
“Some colleagues who themselves have moral 
issues and may not prescribe the medication of 
elderly patients and keep that secret from 
everyone because it has consequences.” (A male 
nurse with 3 years of experience) 
An emergency worker (a man with 15 years of work 
experience) says:  
“One day the code was announced, I went back to 
the patient as is required. I saw one of my 
colleagues who had just come on their shift, they 
said where are you going? I said ‘didn’t you hear 
they announced the code. They said leave it, the 
patient is 90 years old, what else do you expect, 
leave them be. God knows how long it had been, 
since the code has been announced, and to cut a 
long story short, they delayed seeing to the 
patient and the patient died.” 
Table 1. Discrimination in the provision of care for the elderly in hospital settings 
Main category Subcategory Codes 
Patient Related 
Factors 
Positive Self-care ability, low workload, lack of dependence on others, good relationship and collaboration with 
caregivers, knowledge about disease, alertness of the elderly, male 
Negative Intolerance, loss of performance, lack of mobility, history of hospitalization, psychological problems, nutritional 
problems, high workload, need for comprehensive care, dependency, early suffering, desire for early discharge, 
hearing and vision impairments, swallowing and digestive problems, lack of cooperation, misbehavior, 
aggression, inability to provide biographies, cognitive impairments, health problems, severity of illness, low 
self-care, need special care, female 
Caregiver 
related factors  
Positive positive attitude to old age, care based on justice, caring when needed, sense of responsibility towards the 
elderly, enjoy elderly care, making conversation with the elderly 
Negative Hatred of the elderly, belief in the lack of improvement in the elderly, negative attitude towards elderly, age is 
the criterion of care, aging is a disability and dependence, neglect of the elderly, lack of attention to elderly and 
adolescent care, fatigue, second priority care elderly, lack of attention to the elderly vital care, making decisions 
for the elderly, labeling the elderly, failure to pay attention to the complications of injected drugs, lack of 
attention to patient complaints, incomplete assessment of the patient, lack of patient privacy, incomplete 
treatment period in the elderly, low awareness of some interventions for elderly, quick decision making for the 
elderly, lack of knowledge about the elderly 
Care provider 
system factors 
Positive Personnel training on aging, supervision of personnel performance, elderly nurse recruiting, elderly care for 
experienced staff, Monitoring of the elderly people’s shortcomings 
Negative No priority for the elderly, lack of management, lack of facilities needed for elderly care, staff shortages, lot of 
workload in department, neglecting elderly care, poor patients distribution, poor supervision, lack of elderly 




Positive High socio-economic status, the elderly experience, positive beliefs towards the elderly, social and political 
support 
Negative Low socioeconomic status, increasing number of hospitalized elderly, negative beliefs towards the elderly, 
costly care for elderly, lack of social and insurance support, undervalued elderly care in the community, the 
normalization of death of the elderly, the importance of care of elderly in the hospital, the chances of survival 
are the criterion for receiving hospital care, inappropriate policy, ineffective elderly care 
Family related 
factors 
Positive All-round support for elderly, good communication and co-operation with caregivers, respect and value to the 
elderly 
Negative Neglecting elderly, preferring death of the elderly to life, making decisions instead of patient, rejection by the 
family, inadequate elderly care 
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Category 3: Factors related to the Care Provider System 
The health care provider system, according to participants’ 
comments in this research, is effective in providing care to the 
benefit of the elderly, not just some of the experiences 
contributed by the participants below: 
Educational supervisor (man with 21 years of experience) 
says:  
“The system itself is causing the problems, there 
are personnel who love their job because working 
with the elderly is a very rewarding job. Some 
staff say that what’s the point in spending time 
and money on this elderly patient? Of course, the 
system, the family, and even the personnel do not 
say this publicly, but it still exists, they say it’s 
useless wasting energy on the elderly’ 
Category 4: Socio-economic Factors 
Hospital caretakers in this study considered the economic 
and social factors as influential factors in the discrimination 
against or to the benefit of the elderly patients in hospital care. 
Below are some of the statements by contributors: 
The department director with 20 years of experience said.  
“The social and economic situation of the elderly 
patient is very important, the fact is that no one 
likes to go near them. For example, in the case of 
an elderly addict, it is said say that he does not 
have mercy on himself, so why should I bother 
myself and care about him. If you don’t care 
about yourself and how old you are, why should 
we?” 
Category 5: Family related Factors 
The importance and value of the elderly family to the 
elderly patients or vice versa can affect the quality and quantity 
of care provided to the elderly in terms of contributors to this 
research: 
“In some cases, there is the issue of dealing with 
cares for example the patient’s relatives who do 
not respect the nurses, in turn, make the nurses 
neglect the patient. If the care provider, the 
conscientious service provider has pride in 
himself, that service will be enhanced and 
strengthened. We see sometimes, that the family 
of the patient themselves like their relative to die 
and are not bothered very much. It’s affecting our 
performance.” (A male nurse with 14 years of 
experience). 
DISCUSSION 
The aim of this study was to explain the perceptions of 
nurses about the causes of ageism in hospital settings. Many of 
the factors associated with discrimination in the provision of 
hospital care for the elderly are probably due to attitudes and 
behavior of those in the health system, hospital caregivers and 
even the patients themselves and the family of the elderly 
patient being referred to the hospital. These factors can play an 
important role in elderly care and can affect the quality of care 
provided to the elderly and may endanger the life and health of 
the elderly (31,32). 
The findings of the present study reveal discrimination in 
providing care to the elderly in five categories, including factors 
related to patients, caregivers, the care provider system, socio-
economic, and family background. Some of these factors have 
a positive effect, and some that carry more weight in this study 
have a negative effect on receiving and providing care to the 
elderly. 
According to participant’s comments in the present study, 
self-care ability, communication and collaboration with 
hospital caregivers, elderly patient’s awareness about their 
illness are factors that make caregivers more caring towards 
the elderly. In contrast the lack of elderly collaboration, loss of 
performance, the need for universal care of the elderly, 
cognitive disorders and non-compliance with health issues 
makes health care providers less interested in care and 
admission of the elderly. But if there is coercion in providing 
care, poor quality care is provided. The findings of this study 
can be compared with individual sources of ageism (19), as well 
as a self-directed discriminatory type of discrimination, 
according to Bodner (33) and Ayalon (34) study. 
According to participant’s comments in the present study, 
a Positive attitude towards the elderly, makes the care 
provided to the elderly patients in compliance to their needs. 
The quality of care will be improved and the elderly patients 
satisfaction with the care provided will increase. Otherwise, if 
hospital care providers believe there will be no significant 
improvement in the elderly patients health in the hospital, 
these factors, along with the high level of work-related fatigue 
and lack of awareness of caregivers about elderly 
considerations, it will lead to health care providers taking care 
of the elderly as their second priority which reduces the quality 
of care and neglects the care of the elderly patients in hospital 
care. These factors are rooted in the beliefs and knowledge of 
caregivers about the elderly and lead to subsequent caring 
behavior. The findings of the present study, with the division of 
the study of Iverson (30) and São José (12), are consistent with 
ageism. This finding is consistent with studies that have been 
conducted in the field of a positive attitude of the elderly in 
admission and care, and increases the awareness of caregivers 
about aging and better care (11,35-37). 
The elderly care provider system can also be effective in 
providing care to the elderly based on the views of the hospital 
caregivers in the present study. Participants in this study stated 
that: If the system provides care for personnel and trains them 
in regard to the elderly, with adequate supervision and spends 
time and money on promoting care of elderly patients and 
turning out experienced caregivers then care will improve. 
Otherwise, care for this age group will be marginalized and the 
quality of care will deteriorate. This finding corroborates the 
findings of the Pekince study which showed that experienced 
people provide better care (38), as well as Liu’s finding (2) in 
which work experience with the elderly with a positive attitude, 
creates a management system in the hospital which will reduce 
the discrimination present in providing care for the elderly 
alongside good planning. 
Also, the study participants stated that due to the increase 
in the number of elderly people in the country, the rate of 
return of the elderly to the hospital has also increased, and as 
a result of which the social and economic condition of the 
elderly is not explicit and obvious at present. In contrast to the 
low socioeconomic situation of the elderly, the negative 
attitude of the community towards the elderly, the care of 
elderly with unnecessary cost to the community and, thus, low 
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quality elderly care, promotes the importance of better caring 
for the elderly or elderly patient mortality will become 
commonplace in the hospital. Health care providers should 
provide the patient with a better chance of survival. This 
finding is also consistent with the socio-economic causes of 
age discrimination, which plays the most important role in the 
advancement of discrimination (19). 
One of the most important findings of the present study 
was that the patients’ family, according to participants 
comments, had the most important effect on the care of the 
elderly, and if the family does not protect their elderly relatives, 
it will have a direct effect on them. The factors mentioned 
above are in line with the study of São José, and are indicative 
of other-directed ageism (12). 
The main advantage of the present study is that various 
studies show ageism in clinical settings as well as negative 
attitudes of health care providers towards the elderly patients 
However, the exact causes of this discrimination in the 
provision of elderly care in such settings is still not clear. 
Therefore, the present study was a step in the clarification of 
these factors (12,31).  
Current qualitative research has been done based on 
perceptions and views of employed nurses, therefore, like 
other qualitative studies, consideration should be given to 
caution in generalizability. This means that the classification of 
the present research in the studied population will be used and 
its application in different societies requires more studies. 
CONCLUSION 
Regarding the results of present research, discrimination in 
providing hospital care to the elderly is one of the challenges of 
clinical settings. In addition to the patient and its associated 
factors, the care provider system, caregiver and also the elderly 
patients’ family are effective in the discrimination against or to 
the benefit of the elderly. Negative attitudes to old age due to 
the increasing growth of the aging population and an increase 
in the referral of elderly patients to the hospital does not 
promise good care for the elderly. Therefore, it is 
recommended that health policy makers, managers and 
providers of health care should be employed in order to 
strengthen the positive factors and combat the negative 
factors that lead to discrimination against the elderly. 
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